Neither of the brothers had experienced visual or other symptoms.
The mother remembers some 10 attacks of visual disturbance between the ages of 10 and 20 years. She had a normal EEG in 1987. The father had some major convulsions aged 31, but a normal EEG and has had no fits for 8 years.
Discussion
It is now fairly well established that benign occipital epilepsy is another of the group of benign epilepsies of childhood-". Related syndromes include benign rolandic epilepsy and benign epileptic aphasia.
The seizures in these conditions are infrequent and easily controlled; prognosis is exceptionally good.Focal neurological signs, ocular abnormalities and mental retardation are, by definition, absent. EEG abnormalities are disproportionately dramatic, compared with the subtle clinical manifestations, and may persist for some years after cessation of attacks.
Paroxysmal occipital EEG abnormalities are not necessarily diagnostic of occipital epilepsy, also occurring with ocular problems such as strabismus, congenital cataract, retrolental We report our experience in a particularly severe case of mucous-secreting mesothelioma, that resulted in a pleural effusion which was too viscous to aspirate or remove by insertion of intercostal drains, but was palliated by phenol irrigation.
Case report
A 56-year-old woman presented with increasing breathlessness and a large right pleural effusion. Bronchoscopywas normal.
Cytology of the pleural fluid was reported to show adenocarcinoma cells. Subsequently, multiple pleural taps and later, insertion of intercostal drains, failed to reduce the effusion on account of the very high viscosity of the fluid.
fibroplasia and cerebral palsy. The exact mechanism is unclear but may be deafferentation hypersensitivity acting on, or related to, an anatomical substrate.
This family illustrates that (l) severe EEG abnormalities in benign focal childhood epilepsies belie the mild clinical disorder; (ii) visual phenomena can be the sole manifestation in benign occipital epilepsy; (iii) different types of benign epilepsy can coexist in the same family; (iv) there may be a Mendelian dominant type of inheritance.
Palliation with intra-pleural injections of Corynebacterium parvum and later, tetracycline had no effect, and the patient's condition deteriorated with increasing breathlessness and pain. Chest X-ray and a CAT scan confirmed that the right hemithorax was full of fluid with an associated collapse of the lung and displacement of the mediastinum to the left and she was therefore submitted for thoracotomy.
At operation the visceral and parietal pleura were grossly thickened, and 2.123 kg of a tacky mucous fluid with the consistency of grease was removed. A right parietal and visceral pleurectomy was carried out, and a postoperative course of radiotherapy (4000 rad) was given. Histological examination of the excised pleura showed an infiltrative tumour with a tubulo-papillary structure suggesting an epithelial mesothelioma ( Figure 1 ). The presence of sialomucin, absence of epithelial mucin and a negative immunohistochemical reaction for carcinoembryonic antigen (CEA) support the diagnosis of malignant mesothelioma, rather than an adenocarcinoma as previously suggested.
Despite a marked improvement following operative palliation for two and a half months, the tumour recurred with thoracotomy scar involvement, producing an expanding opacification of the right hemithorax and increasing pain. Further relief was obtained by excision of the wound recurrence but again on this occasion, the viscosity of the fluid was so great that it was not possible to evacuate it at the time of surgery. Rheological examination confirmed a viscosity value of > 100 kPa-S, and on account of the previous unsatisfactory attempts to obtain drainage by indwelling intercostal tubes, or reduce fluid production by instillation of Corynebacterium parvum and tetracycline, the effects of a pleural irrigation system using 1% phenol solution was introduced via an intercostal drain with clampage for 30 min to prolong contact time. Immediate beneficial observations were a reduction in pain and discomfort, and a decrease in the daily volume of fluid production -estimated by serial chest X-rays. This palliation was obtained for periods of several days in the intervals between phenol irrigation -up until her death nine months after thoracotomy (and 17 months after initial presentation) ( Figure 2 ). The presence of the intercostal tube was not troublesome, did not appear to provoke sepsis, and the procedure was associated with marked reduction in hyperviscous fluid production.
Discussion
The use of multi-modality treatment and recent modifications of chemotherapeutic agents! have combined the more aggressive forms of chest radiation in treatment schedule, and have contributed to a more optimistic outcome though in all reports there is dissatisfaction with the adequacy of clinical management of pain and dyspnoea, and a pleural effusate is present in the vast majority of cases", In considering all conventional methods of treatment available, the surgical prerogative is to establish a definitive tissue diagnosis, perform a sub-total parietal pleurectomy, preserve as much pulmonary parenchyma as is possible to minimize the dyspnoea, and control the effusion. Corynebacterium parvum (Coparvax) promotes an inflammatory response and adhesions. However, it cannot be given in the immediate postoperative period, and if any lung resection has taken place, the risk of systemic absorption is raised. Intense fibrinous reactions and local tenderness occur, particularly ifleakage ofthe Coparvax into the subcutaneous tissue results. Fever may occur between 10 and 60% of patients following intracavity injections, and severe nausea and vomiting are reported", Moreover, this form of clinical management offers little or no symptomatic improvement in the patient's immediate condition, until, if successful, the fluid protection is halted. The single or several thoracotomies intensify discomfort, with only partial relief by increased dosages of narcotic analgesics, and subsequent chemical pleurodesis follows after a time lag, with further intensification of pain. Adequate drainage is often simply not possible on account of fluid viscosity, blood clot or blockage of drains from developing tumour.
Phenol by contrast, has a potent analgesic effect, forms an oil-water dispersion which reduces the viscosity of intracavity fluid, is bactericidal, and has cauterising properties.
It was Lord Lister who observed that phenol 'exerted a sedative influence on the sensory nerves, rendering it almost painless on application to raw flesh", Its bactericidal action is achieved by its dual phase activity, determined by its partition coefficient between oil-water phases. As the concentration of phenol rises in the aqueous phase, so does the bactericidal activity of the system. Bean et ai. 5 demonstrated microscopically that bacteria are accommodated at the interface -constantly changing if the mixture is shaken or stirred. An irrigation solution would appear to provide an ideal environment for analgesic and antiseptic control, reducing the population of bacteria by oil-water interface absorption, in which the aqueous solution of phenol mixes with the oily gelatinous phase of the pleural effusate. Its cauterizing effect justifies its use in the early postoperative period when blockage of drains from blood clot may intensify the intracavity pressure and discomfort.
Historically, the use of phenol became outmoded by the development of aseptic techniques, improved drainage procedures and the discovery of antibiotics -each of which may be ineffective in this particular disease. The three actions of phenol which made it so useful a hundred years ago, namely the bactericidal, cauterizing and local analgesic properties, each helped in the management of the case described. It is safe as an irrigant in a 1% solution" ( Whilst our experience is limited in this type of presentation, of importance was that the patient survived 17 months from the time of diagnosis, and enjoyed several intervals of remission of pain and periods at home. The repeated 1% phenol irrigations were carried out with ease, sepsis was controlled, pain markedly reduced, and fluid production by the developing tumour was retarded.
It is possible that in this application the use of a phenol irrigation system in clinical management may playa useful role in reducing morbidity.
Since the classic paper by Meigs and Cass' relating the presence of ascites with pleural effusion to fibromas of the ovary there have been reports that large volumes of intraabdominal air, ascitic fluid" or blood" are capable of directly traversing the diaphragm to enter the pleural space. I present a case of biliary peritonitis secondary to the perforation of the afferent limb of a gastrojejunostomy causing bilateral pleural effusions containing litres of bile (bilothorax).
Case report
A 63-year-old man presented with sudden onset of acute epigastric pain radiating to the back, nausea and vomiting. There was no history of heavy alcohol intake or drug ingestion. In 1945 partial gastrectomy was performed for perforated duodenal ulcer. On examination he was distressed, in severe pain but apyrexial, and not icteric. Pulse was 70/min and blood pressure was 180/90 mmHg. Generalized abdominal tenderness and guarding were present. Serum amylase was greater than 4000 (normal < 220 units/!). Full blood picture, electrolytes, urea, calcium glucose and blood gasses were all normal. X-rays showed no subdiaphragmatic air.
A provisional diagnosis of acute pancreatitis was made and resuscitation commenced. No improvement occurred over the next 48 h and his serum amylase remained elevated. An ultrasound revealed a normal biliary tree, and a distended thickened loop of bowel in the epigastric region. Barium meal showed no recurrent ulceration and no filling of the afferent loop. Over the next 12 h the patient developed bilateral pleural effusions (Figure 1 ), deteriorating respiratory function and his serum amylase suddenly fell to normal. Needle aspiration revealed bile in both pleural cavities. Bilateral chest drains were inserted and over a litre of bile drained from each pleural cavity.
Emergency laparotomy revealed a perforation of the afferent loop 4 em distal to the gastrojejunostomy. There was no evidence of recurrent ulceration. The ischaemic segment was resected and a Roux-en-Y anastomosis constructed. Postoperative recovery was uneventful.
Discussion
Although the original report ofMeig's syndrome concluded that the peritoneal and the pleural fluid had the same aetiology, no logical cause was given for the pleural effusion. Direct extension seemed the most likely answer, but transfer via lymphatic channels was also suggested".
The finding of spontaneous pneumothorax secondary to therapeutic pneumoperitoneum supports the theory of direct transdiaphragmatic passage either by following the connective tissue sheaths of the oesophagus and great vessels into the mediastinum and then rupturing into the pleural space or by direct communication through a diaphragmatic defect. Defects of the diaphragm maybe congenital, Bochdalek's defect being the most common. In addition wide spaced openings between diaphragmatic muscle bundles have also been demonstrated", A congenital diaphragmatic defect was not demonstrated in this case and the most plausible explanation for the presence of bile in the pleural cavities is transdiaphragmatic passage from the peritoneal cavity either via defects between muscle bundles or via the lymphatics. The one significant contributing factor may have been his previous gastrectomy which may have facilitated passage of bile via the oesophageal hiatus. It is important to recognize that large volumes of free intra-abdominal contents are capable of directly transversing the diaphragm to enter the pleural space and compromise the respiratory status of the patient. I present a case involving bile as the culprit fluid producing a 'bilothorax'. I can find no previous reports of such a case.
